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KY Medicaid Partner Portal Application

As a result of this session, you will know:

1. Information that can be updated using KY MPPA
2. How updates can be made using KY MPPA

3. Where to find KY MPPA resources
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Electronic Application

KRS 205.532 (3) (e) indicates that: Each provider
seeking to be enrolled and screened with the
department shall make application via electronic

means as determined by the department.
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Functions of KY MPPA

* New Enmllr_nen’r h h d
Application Bkl Those who need a new
ppTab S35k Medicaid ID

Those who already have or

* Maintenance

Maintenance Biiited have had an assigned
Tab HEnad e Medicaid ID
* Re-application

Note: Reinstatement (terminated for cause)
or Reapplication (voluntary termination) are
NOT a New Enrollment

* Voluntary Termination

**Navigation and Functionality Webinar walks users through basic functionality, how to start an
application/maintenance & how to navigate the system
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KY MPPA Dashboard

Kentugy.ﬁav Partner Portal Welcome

Dashboard Maintenance Administration

Dashboard (4]

Notifications < — >
KY Medicaid Provider IDs <{ummmm— >
Application Status ({uEE—— >
Maintenance Status ¢ >
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Selecting Maintenance

Welcome: CA1 Traint

Kentucky.gov  Partner Portal TRAIN

Dashboard Application Maintenance Cormrespondence

Maintenance o [~} = Required

+ Requests for Maintenance must be processe Welcome: GA1 Train1

Kentuckygov  Partner Portal TRAIN

submy go!
. Chol i Dashboard icali ' ence
——— Enter Medicaid ID )
V Maintenanci Select Search E 9 * = Required
*Medicaid ID ~Medicaid ID

Eac
NPI

Provider Name Taxonomy
Physical Therapist
Exit . . o
Primary Physical Address Revalidation Date
061072023
Medicaid 1D Effective Date Medicaid |D End Date Status Status Reason
DB/0TI2018 06062028 Active Active
* | Want to Perform: *Requested Effective Dale

=
) Maintenance
) Revalidation
(O Woluntary Terminatiof
Reinstatement
Reapplication

\ /
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Navigation Menu

1.0 Administrative Information b T
1.1 Basic Information 4
1.2 Tax Information = {0l P gagle Information- Indhidual Q] (B Tt
1.1 ke | érmiieon i
1.3 Ve Arfrerbn & o Plagse enfer your basic minmmahion below
1 3 NP' l nfﬂrm&t!ﬂﬂ a + Harne or DE endefed mizet malch afl supparing docomerdation inchding IR Yenficabon Lotier
-] * Tha emad address usad Bere mist Be sams &5 lhe one usad Inthe Kanlucky Dnleg Galeway (KOG o soeess
. ot application intes
1 "'1 TEXG!'IDH'!:\." rﬂfﬁﬂ“ﬂtiﬂn n @ + W the ihon & for & Seoup of Enbly enter e GroupEntity emad notdcaban oddiess and nal Ihe
16 Ak s b @ einiduat s proveins addrens
& Pigss "Ext" 8 heliii 1o Wie Dashilsaand
1.5 Add GFDUFI Members @ 1 dckdition il idifen =] + Presss "Save & Newl™ whes yoii &8 dane enledng e daza ard neady bo move b net serean
T Acidrimi Infarmalion =]
I * Pravider First Name Il Kame * Prowider Last Name
1.6 Additional ldentifiers & R st Lo b
V¥ agmge P e Sisdn Geérder * [iake of Birth
1.7 Address Information Q 110 Bed ety @ | SewctOne v  ae w | Qubwess 8
1 91 Lacum Tonan @ D{lhﬂ HUSIM"EG-!'-F
1.8 Contact Information e 112 Tieaching Facil Y
20 Pregrcier Cusiibe-smomy ¥ pProvider Email Addrss * ConAmm Provider Emal Address
1 .9 LE!"IQIJEQE 1|'|fCIITTIEI.'ICIn n 3.0 Deaglosutn of Chananabg and ol FREpL
e (=]
Comurwini atian Emad Address Cenhem Ciommun e ation Email
1.0 Aneralaivirnd =] ;
1.10 Bed Data @ nie
£.0 Pravuier Dimig Lirkage ¢
1.11 Locum Tenens @ .0 Ao pard infgoruation & * Requested Eflocive Oate
1.12 Teaching Facility @
2.0 Provider Qualifications J
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Navigation Menu

1.0 Administrative Information .4
2.0 Provider Qualifications L3N
2.1 Specialties Information = b Ak IR b e
SRR o Disclosure of Ownership & Control Interest Question 4 ﬂ a i
2.2 License Information = INe.0 Provider Qualifications N
e R = » Ifthe question below applies, you must enter the information requested
2.3 Cerification Informaton & » [f Mot Applicable, the checkbox for N/A must be selected
2.2 License Information |1 «» Filing Date cannot be greater than two years from the Requested Effective Date
iy - « 'When finished click "Save & Next" to proceed, "Back” to return to the previeus screen, or "Exit” to retum to the
2.4 County Served & ticn Information @ :
Dashboard
. 2.4 County Served @ )
2 5 Services Provided &
2.5 Services Provided @ I you anticipate filing for bankruptcy within the year, enter anticipated date of filing.
2.5 Eduestionzl Board Cerlification E 2.6 Educational Board Cerdification &

O Check if Mot Applicable (N/A)
T e o oy . 2.7 Educationsl Residency
2.7 Educational Residency SRR = *Filing Date

Infermation = —
) =

2.8 Educational Degres information @

2.8 Educationzl Degres information@ 210 Emplaymnt IrfarTiation =

: 10 Lizbility Insurance | =
2.8 Employment information & Efo TRyl dnge Moionatian o

3.0 Disclosure of Dwnership and Controd
2.10 Liability Insurance Information B Interest ”

40 Attesiations

3.0 Disclosure of Cwnership and Control

5.0 Provider Group Linkage
Interest ' g

8.0 Account Information
4 0 Attesiations
7.0 Fes Fayment

5.0 Provider Group Linkage 8.0 Document Uplozd

8.0 Provider Review

8.0 Account Information

o 0 0 &8 0 0 O

10.0 Submit

7.0 Fes Fayment

&.0 Document Uplaad
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Grids — Basics

NPI Information ® © “=Required

-

* Primary NPI is prepopulated

* Limit is 30 NPI's, all NPI's listed for the Provider must be on NPPES

* Click "Add" if you wish to add NPI's, "Edit" to change existing record, "Remove" to delete existing record

* After pressing "Add", enter data and then press "Add to Grid" to add a NPI to the grid, "Discard" to not save the
record

* After pressing "Add", clicking the "Primary” checkbox makes current NPI primary and clears previous NPI

\ primary checkbox

7=
T T T

111333445 v B0
| First | Previous || Nex: || Last | (Page10f1) Page: 1 [v]
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Grids — Basics Continued

NPI Information () ©  *=Required

* Primary NPI is prepopulated

* Limit is 30 NPI's, all NPI's listed for the Provider must be on NPPES

* Click "Add" if you wish to add NPI's, "Edit" to change existing record, "Remove" to delete existing record

* After pressing "Add", enter data and then press "Add to Grid" to add a NPI to the grid, "Discard” to not save the
record

* After pressing "Add", clicking the "Primary” checkbox makes current NPI primary and clears previous NPI
primary checkbox

‘ﬁﬁi

I T
Y —
111333445 .= 2 & |
Page 1ol 1) Page: (1 [¥]
* NPI Primary
|| 111333445 x | HYes
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2.2 License Information (Existing)

License Information @ | © -=fhequred

*  The name on the lcense should match the Provider Mame

= (flicense Mumbesr is less than 4 digits, add zerpes (0) to the front of license number to total 4 digits

*  Click "Add"if you wish o 3dd Licenses, "Edit" io change existing record, "Remove” to delete exrsting record

*  After pressing "Add”, enter dats and then press “Add to Grid" to a0d a record o the grid, "Discard” to not save
the record

= [f exempt for licensure for Provider Type 84, then at the 8.0 Document Uplozd screen. plesse upload personal
letier citing the statute reascn for exemplion noted in the Provider Type 98 Summary.

Diate
Prescriper  Kentucky 12345 Doe, Permanent 12001208 12/30/2020 m

John

) D O (P 1 i 1 Poe [T W
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2.2 License Information (Data Entry

License Information a | © | *=regue

*  The name on the fcense should match the Provicer Mams

= [ License Number is less than 4 digits, add zeroes () to the front of icense number to tota? 4 digiis

= (Clhick "Add" if you wish fo add Licenses, "Edit" io change existing record. "Remove’ to delete existing record

*  Afier pressing "Add”, enterdata and then press "Add to Grid" to add 3 record o the grid. "Discard™ to not save
the record

= i exempt for licensure for Provider Type 88, then at the 8.0 Document Upload screen. please upload personal
letter citing the statutze reason for exemption noded in the Provider Typs 86 Summary

Designation
Mo record found

License Issus License Mame
Type Stat= Mumber

License Effective | License Expiration
Date Date

* License Typs * |ssua State

Prescrber e Fanucky W

* License Mumber

12345
Provider Mame * Ligense Designation
Doe, John zrmanent "
* License Effective Date * License Expiration Date
120172018 = 12/31/2022 =

e ESEEED E
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2.2 License Information (Results)

License Information

= The name on the ficense should maich the Prowvder Mame

= | License Mumber is izss than 4 digits, add zeroes () to the front of license number to total 4 digits

= (Click "&dd" if you wish to-add Licenses, "Edit" io change existing record, "Remove” to delete exsting record

*  After pressing "Add®, enter dats and then press "Add to Grid" o add 3 recodrd to the grd, "Discard™ to not save
the record

* If exempt for ficensure for Provider Type 88, then at the 8.0 Docurnent Upioad soreen, plesse upload personal
|etter citing the statuie reason for exemption noted in the Provider Typs 66 Summary

License Issie i License Licenss
Type Siate Mumbesr Designation Effective
Digte

Prescriber  Hentucky = 12345 Doe, Permanent 1202018 12/31/2022 EE
John
[Fr ] Proois] e ] Lot Pege 1ol 1 Page (1 W

‘ Save & Nexd
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Provider Types Updated Using Batch Processes
with Licensing Boards*

50 — Hearing Aid Dealer 79 - Speech Language Pathologist

52 - Optician 80 — Podiatrist

54 — Pharmacy 81 - Licensed Professional Clinical Counselor
60 — Dentist 83 — Licensed Marriage and Family Therapist
62 - Licensed Professional Art Therapist 84 - Licensed Psychological Practitioner

63 — Applied Behavior Analyst 85 — Chiropractor

64 — Physician 88 — Occupational Therapist

67 - Licensed Clinical Alcohol and Drug Counselor 89 - Psychologist

70 — Audiologist 90 — DME Supplier

74 — Nurse Anesthetist 95 — Physician Assistant

78 — APRN

*For these provider types, direct-Provider updates to KY MPPA is not required as long as the provider
renews with their respective board at least 2 weeks prior to license expiry. 5\\\;“";&%
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5.0 Provider Group Linkage (Data Entry)

a == Ragulmd

Linking to a Group a

« f you sre not Bnking 1o any groug,press "Save and Nast”' o continue

= [fyou are linking to a2 growp you are authorzing the group to receive payments for your services biBed throupgh
that group

« Click "Agd™ if you wish 1o fink o growp, "Edit” to change the linkape of 3 group, "Remove” fo delsis inkageto g

graup

= After pressing "Add”, enter dats and then press "Add to Grid” to add 2 record 1o the grid, "Dizcard” t0 not s3we
the record
Group Mediciaid ID Group FEIN

Group e 1D | Group PEN | Grou lame._| —Group Lnape Efctve Do

Mo records found

t Group Medicaid 1D * Group FEIN

| 1023456789 ] 123456789

= Group Linkage Effectue Date
Group FEIN Group Mams
00-1234567 Family Practice Group

— v
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5.0 Provider Group Linkage (Results)

Linking to a Group @ |9 | "=Reguing

= [ you sre not Bnking 10 any groug,press "Save and Mext” o continue

« [ you zre linking to a group you are authorzing the groug to receive payments for your senvices bified through
that group

e Click "Add” if you wish o link o group, "E4i o change the linkage of 3 group, "Remove”™ 10 delzte inkage o s
groip

»  Affer pressing "Add”, enter data and then press "Add to Grid" to 2dd 5 record to the gnd. "Discard™ 0 not s3ue
the record

Zroup Mediciaid 10 Group FEIN

=

12M15/2020
1023456789 162738495 Family Practice Group
| Firt | Prasfous | Mest | Last | iPagntef1i Poga: [1 W
=D
..1&\\;‘{”"&
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6.0 Updating EFT/Bank Information (Data Entry)

@ Alent

* Bank not found. Venfy routing number entered is comrect or change Payment to Check and update EFT
in Maintenance after Medicaid D is received.

*Payment Type

Electronic Funds Transfer (EFT) W

*Routing Number

012000123 Get Bank Details

Bank Name: Bank Address:
Payee Name: Payee Address:
Doe, John 9000 Red Deer Cir, Louisville, Kentucky, 40220 6742
*Account Type *Status
Checking “ Pending w
*Account Number *Re-Type Account Number
00012300123 00012300123

Save & Next §¥%
= kA=
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6.0 Bank Account Information (Results)

Bank Account Information @ © °=Required

To change information, edit to End Date the allowable field{s)

When selecting Check, the Payee Provider's Name 1.1 and Address 1.7 will default; if changes are needed
user must retumn to screens 1.1 Basic Information to edit Provider/Business Name and/or 1.7 Address to adit
the Payese Address

When selecting Check, the Payee Address cannot be out of the United States or its Territories

User must proceed to screen 8.0 to "Upload Documents™ and then proceed to screen 10.0 to “Submit”
Maintenance item once all items have been updated for DMS

Please allow a minimum of 20 days for initial set up, or maintenance, of EFT Payment Type: paper checks will
be issued during this time

0 Show All

Payment Ruuhng Account
Type Number Date

Electronic 012000123 Ch ec:l-:lng 00012300123 Pending 121152020
Funds

Transfer
(EFT)

| First | Previous | Next J Last] (Page 1 of 1) Page: (1 W
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8.0 Documents Upload

Provider Uploads Electronic Copy of Req selectAddto addan Nts

additional record

Document Type Reciired SeleFt Edit icon to
edit the record

Ophthalmic Ciphthalmic

Dispensers/Optician Dispensers/Optician

License License - 12345

Social Secunty Card Social Security Card i @ E
Voided check or Bank Woided check or Bank b E
Letter Letter ;

1) Fags: 1 |

If aYisinthe Required
Column the form must be

uploaded before proceeding Save & Next

SV
— ﬁﬁ-—-.

Exit
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8.0 Documents Upload — Data Entry Screen

* Document Type

Vioided check or Bank Letier W |_
*Upload File
[Erowse |

* Document Mame Uploaded User LUiploaded Date

_ Hackett, Kate 01/06/2021

[ Select Add to Grid m s

AW,
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8.0 Documents Uploaded

Provider Uploads Electronic Copy of Required Documents

Date

Ophthalmic Ciphthalmic Doe, John o1/16/2019
Dispensers/Optician Dispensers/Optician
License License - 12345
Social Security Card Social Security Card Y Doe, John 01/16/2019 @ E
“oided check or Bank Woided check or Bank b Doe, John 01/16/2019 E
Letter Letter ;

(Page 1 of 1) Page: 1 [v]

Exat Save & Next
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Provider or Credentialing Agent Review of Information

Drashboard Application Maintenance Correspondence Adminisiration 2 Application Header =]
1.0 Administratree Information 4 Applic ation Review and Commeants .ﬂ. & = = Raguired
2.0 Provider Quzlifications L
I"'F ii’:iﬁ"'_e oS IamEehigy and C':m"m:_B = Use this screen to verify the application data entered
T = Use the navigation menu on the left to go to any section to make comrections
4.0 Attestations = * Changes made will require navigation through all the screens using the Save & MNext buttons to return to this

SUMIMESry
5.0 Frowider Group Linkage = = After submitiing the application changes can not be made unless the application is retumed by DMS
8 0 Account Information =
1.0 Contracts >
7.0 Fee Payment 7]
1.1 Basic Information bt
£.0 Document Upload =
Provider First Name Middle Names Prowvider Last Name Suffix
100 Submit =
Gender Date OF Birth Cioing Business As
Male MD1HBES
Provider Email Address Communication Email Reqguested Effective
Address Crate
JOHN.DOE@GMAIL.COM
01116522019
Are you changing Provider Types 7
MNo
1.2 Tax Information >
AW,
— =
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Provider or Credentialing Agent Review of Information

1.6 Additional Idenfifiers
1.7 Address Information
1.4 Contact Information

1.9 Language Information

2.1 Specialties Information

2.2 License Information

3.0 Disclosure Of Ownership and Control Interest
4.0 Atftestations
5.0 Provider Group Linkage

5.0 Account Information

e I R R

8.0 Document Upload
Provider Application Level Comment

Application Submitted

Charactare left 3575

ﬁ Vi,
Preview MAP-511 m Save & MNext - xﬁf—-
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Submitting Application Using Authorized Delegate

Credentialing agents submitting on behalf of Providers

Paths to submit New Enrollment, Maintenance/Revalidation actions within KY
MPPA include:

1. Provider completes application, electronically signing and submitting to DMS

2. CA completes application process, sending to Provider electronically; Provider
signs and submits electronically. CA acts as a non-delegate.

3. CA completes all actions for the Provider as an Authorized Delegate, completing
application, electronically signing and submitting to DMS.

AWy,
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Authorized Delegate Form

== -
Kentucky.gov  Partner Portal i
Dashboard  Application ~ Maintenance  Correspondence ! Application Header 1B
1.0 Administrative Information ) Submit ® © "=Required
2.0 Provider Qualifications 3

3.0 Disclosure of Ownership and Control + Click on link to view the current Authorized Delegate form
Sk ® * Ifform is correct, Select "Yes" which will allow user to click on "E-Sign & Submit’
] « If form is not correct, Select "No" and upload a correct Authorized Delegate form
Click on the + If no form was found, upload a signed Authorized Delegate form
link to

download the * Submitting as:
form template if O Credentialing Agent - Send to Provider to Submit.Provider must log-in to Partner Portal and submit application.

® Authorized Delegate - E-sign and Submit on behalf of the Provider (Requires Authorized Delegate form)

not already

com pIeted by Click on link to review form: No form found
the Provider

4 Click here to download Template-KY DMS Partner Portal Authorized Delegate Letter

Upload the completed Authorized Delegate form and Click on E-sign & Submit
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Submit — Terms and Conditions

Crashboard Application Maintenance Correspondence Administration % Application Hasder =
1.0 Admimnistrative Information L ] Submit o (~] * = Regulned
2.0 Provider Qualifications b

* Please read the Medicaid Rules, Regulations, Policy and 42U5C 1320a-Fb

3.0 Disclosure of Dwnership and Control ; i
= After reviewing Terms of Agreement, select the " agree™ checkbox followed by "Save & Next”

Int=rest =
* Click "Back™ to refum to previous =creen or "Exit” to retum to Dashboard
4 0 Atestations =
50} Proidir Group Linkage ] In order to be enrolled as a Provider in the Kentucky Medicaid Program, you must agrese to the terms of the
- Provider Agreement. Scroll to read and agree to these terms. If you do not agree o these terms your
8.0 Account Information = enrofiment will not be acceptad.
7.0 Fek Payment @ MEDICAID RULES, REGULATIONS, POLICY AMD 42U5C 1320a-Th -
8.0 Document Lipd =
ERers et 1. Scope of Agreement:
0.0 Provider Review = This provider agreement sets forth the nghts, responsibilities, terms and conditions goveming the
provider's parficipation in the Kentucky Msedicaid Program and KCHIP and supplements those terms
and sonaiions imposed by these programs.
2. Medical Services to be Provided:
The provider agrees to provide covered services to Medicaid and K.CHIP recipients in accordance
with all applicable federal and state laws, regulations, policies and procedures relating to the provision
of medical services according to Title XX, Title Vi, the approved Waiver for Kentucky and policies and
procedures duly adopted by the Department for Medicaid Services applicable to provider and recipients
of Title XX senvices.
e
- MAmsnranrces-
fil agree Agreement Date 1/1672019 2:37:47 PM
- Back ‘ Save & Next
W,
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Esign & Submit

Submit 2 | O - Reped

« Enter Mame as it appears on the application

« [For Group or Entity with an Individual owner, owner's signature is reguired via e-sign

« For Group or Enfity with no Individual owner, an officer or board member's signature listed in the application is
required via esign

« [For Individual providers, the Title is prepopulated based on Enrofiment

« For Group or Entity only, select Title from dropdown

» Sign Date is default of today's daie

» Click "Esign & Submit” to submit maintenance for approval, "Back” to previous screen or "Exit” fo retum to
Dacshboard

By entering the name below, | am indicating | have reviewed the KY Medicaid Rules, Regulations, Policy
and 42 USC 1320a.Th, and it is my intent to electronically sign the application and represent that all of
the information | have provided is true, complete, and accurate,

* Electronic Signature *Title Sign Date
» Physician Individual w 1162021 3:11:03 PM

View MAP-811 PDF Esign & Submit
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Submit Summary

Dashboard  Application  Maintenance  Correspondence  Administration 1 Application Header [
o ;- ) S
1.0 Administrative Information = Submit a (2] Required
2 0 Provider Qualifications =

- : » Click "Return To Dashboard" to return to Dasl

3.0 Disclosure of Ownership and Control . .

bt & Note Application Number
Thank you for Submitting your application to beco

4.0 Atestations

Your Application Number is APP3331 for Optician
5.0 Provider Group Linkage

What Needs To Be Done Next?

1. A Saved copy of this application is available on the Dashboard.

2_A copy of the application may be printed from the Dashboard. Print for your records only.

3. From the Dashboard, you may check back in 48 hours to see if the application has been accepted for review.

6.0 Account Information
1.0 Fee Payment

& 0 Document Upload . . .
Notification of Enroliment Decision:

For the status of your application, please check the Partner Portal Dashboard. You will be notified by email if
additional information is needed and after a decision has been made regarding your application for enrollment.

9.0 Provider Review

¢ o o O O © ©

10.0 Submit
Provider's Email: aj@gmail.com

Print MAP-811 Retum To Dashboard

W,
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KY MPPA Contact Centers: Support

KY MPPA Contact Center
Phone: 877-838-5085

Website:
Monday — Friday 8 am — 5 pm (EST)

Technical support for:
KY MPPA technical issues Extension 1,
Remote identity validation wait for medicaid.partnerportal.info@ky.gov
Credentialing Agent management prompt,
Access issues then 1

(not 11)
Program or policy inquiries: Extension 1, program.integrity@ky.gov
Application status and assistance wait for
KY Medicaid Provider numbers prompt,

then 2

(not 12)

Cabinet for Health and
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KY MPPA: Support

Support and Assistance

E‘g‘ In application help content, page specific help within the application

and step by step instruction

Provider Summaries, description of Provider requirements

=g | https://chfs.ky.gov/agencies/dms/dpi/pe/Pages/prov-summaries.aspx
Provider Enroliment Website, KY Medicaid program participation rules and
— &

regulations https://chfs.ky.gov/agencies/dms/dpi/pe/Pages/default.aspx

KY MPPA Training Website

Webinars

Training Videos and Recorded Job Aids and Quick Reference Guides, short

https://chfs.ky.gov/agencies/dms/dpi/pe/Pages/pptrain.aspx

3 =

instruction on specific functions

instruction

2

User Guides, detailed step by step

AW,
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KY MPPA: Support

| PROVIDER ENROLLMENT

Medicaid Partner Portal Training

Intent to Bill Previous Announcements
Medicaid providers who have not billed KY Medicaid in the past 24 months will receive a KY MPPA Home Page
notice in KY MPPA. In accordance with 207 KAR 1:671, Section 6(15), the provider's KY KY MPPA Mewsletters
Medicaid ID number listed on the Intent to Bill letter will be end dated 30 days from the
date of the notice unless submitting a claim to KY Medicaid or submitting an expression Training Documents
of intent to bill KY Medicaid in KY MPPA Filter training documents by topic.
To Submit an Expression of Intent to Bill: Select a category
Select a topic W
1. Log into your KY MPPA account and select the Maintenance tab from the top tool
bar. Helpful Links
2. Enter the KY Medicaid Provider number in the search field. Select Search. Screen « Provider Enrollment
will open for additional information. = Subscribe to CHFS email updates
3. Select the radio button beside | want to perform:intent to Bill, then select * Webinar Training Catalog

Continue. An additional screen will open to collect more information. = Bogister for K MPPA Account

4. Select the radio button beside lintend to bill in the future. Fill in the free text box - .
Additional Information

Expressions of Intent to Bill with comments related to:
« Authorized Delegate Form

Organization Administrator Set-Up
Request Letter Template [#

Reguest CA Linking to KY Medicaid ID
Letter Template [

« CA Linking to KY Medicaid ID Request

o Any reason for inactivity

o Date or time frame for planning to bill

o Any impediments or obstacles

5. Select Save. A confirmation screen will appear, Select Yes to submit to DMS for

review. Spreadsheet
\- KOG Onboarding Tip Sheet (3 j
Upon submission of intent to bill the department will allow the provider number to remain
active for a period of 365 days or until the next regularly scheduled end date occurs (ie.,
_ i W,
license update, revalidation, etc.). 5 ‘:‘-__.
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KY MPPA: Support - continued

Providers who don't update their license with the KBML 15 working days prior to the
expiration date or by Feb. 14, 2020 must submit their updated licenses through KY MPPA

. S wider files. Submission of paper licenses no longer is accepted.
Click this linkto """ e paper i ger | p

enter into KY 0 have out-of-state license are required to submit updated license
MPPA Jh the KY MPPA.

MPPA Enroliment, Revalidation, and Maintenance
(Training Media \

Filter training video by topic. Video series can be viewed in order according to Video

Number.

Select a category

Select a media topic R
Contact Information Contact Information to
KY MPPA Help Desk
L, (877) B38-5085 Mailing Address
KY

KY MPPA Technical Support
B4 medicaidpartnerportal.info@ky.gov

Wiy,
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